reducing probing pocket depth (PPD) and in improving the clinical attachment level (CAL). [3] [4] [5] Non-surgical periodontal therapy (NSPT) includes manual and ultrasonic instrumentation in conjunction with supragingival plaque control. 6 It must be said that the management of some severe clinical scenarios may still require surgical intervention too.
There are 2 main ways to deliver NSPT: quadrant and full-mouth SRP. Quadrant scaling consists of several sessions of SRP alone or in combination with adjunctive antimicrobial therapy at 1-3-week intervals. 7 Full-mouth scaling consists of 1-stage (within 24 hours) SRP.
The approach was first introduced by Quirynen et al and known as full-mouth decontamination (FMD) 8 ; the stated objective was to provide patients with accelerated periodontal therapy, thereby avoiding the potential interim translocation of pathogens, and preventing the reinfection of previously treated sites by microorganisms from untreated pockets or within other intraoral niches.
Recent data suggested that NSPT performed fully within 24 hours may induce greater disturbance of systemic inflammation when compared with quadrant scaling. 9 To overcome this issue, different modifications to the original FMD protocol have been proposed. The modified FMD (MFMD) introduced by Genovesi et al begins with a purely instructional/motivational session and continues with a 2-week at-home chlorhexidine (CHX) regimen coupled with coached oral-hygiene measures in preparation for SRP, purportedly reducing the risk of patients' discomfort and systemic inflammation. 10 Different studies have assessed the benefits of combining full-mouth debridement with antimicrobial agents and antiseptic rinses. 11 The efficacy of CHX rinsing paired with SRP has been questioned, as some studies have failed to show additional benefits even after extended use. As a matter of fact, after SRP, CHX should be time-limited and soon replaced by proactive therapy. The use of CHX for longer than 15 days is unnecessary because of undesirable side-effects such as staining, taste disruption and/or local microbiome derangement. 12 Regardless of the protocol, SPT has often been associated with pain and discomfort of the patient. 13 Notably, the response to pain varies greatly from person to person and it is often modulated by the level of local inflammation and by individual patient arousal (level of anxiety and apprehension). 14 Nevertheless, local injection anesthetic for pain control before NSPT is not often welcomed by all patients, preventing actual delivery of FMD in some cases.
A large study based on an international telephone survey found that participants considered local anesthetic injection as painful, and 1/3rd would rather accept some discomfort during the periodontal procedure vs being subjected to an injection. 15 Clinical efficacy and patients' acceptance of anesthetic gels prior to SRP is described in the literature. 16 Patients claimed to be willing to pay an additional amount of money to cover the expense of the anesthetic gel. The greatest advantage of non-injectable gels is reduced postoperative numbness and discomfort when compared with injectable anesthetic. Furthermore, it is reported that patients are more willing to return for recall visits if the gel is available at the office. 17 Finally, non-injectable anesthetic is time-efficient, thus being in both the patient's and clinician's interest. However, little is known about the ideal working conditions of this medicament.
The null hypothesis of the present study would have been that there were no differences in terms of gel anesthetic effectiveness depending on the type of FMD protocol used. The aim was to investigate whether a preparatory period aiming at reducing the initial local inflammation could have influenced the perceived performance of a non-injectable anesthetic (Oraqix ® ; Dentsply, Konstanz, Germany).
| MATERIAL S AND ME THODS

| Study design
A randomized, prospective, parallel study design was adopted.
Eligible patients were recruited from those attending the Tuscan Stomatologic Institute for standard non-surgical periodontal treatment (NSPT). The local ethics committee gave the approval for this study.
| Patient selection criteria
The inclusion criteria were as follows: age of 18 years or older; patients scheduled for NSPT with injection anesthetic; and patients of good general health. Subjects exhibiting 1 of the following criteria were excluded from the study: history of hypersensitivity to lidocaine, prilocaine or local anesthetic of the amide type, or to any excipients in the preparation; severe hepatic disease; diabetes; congenital or idiopathic methemoglobinemia; pregnancy or lactation; and having received periodontitis treatment within the 6 months prior to start of the study.
Those satisfying the inclusion criteria were asked to fill out an anamnestic questionnaire, covering participants' age, gender, tobacco consumption and continuative drug intake. All eligible participants were assigned a consecutive study number. Patients were randomly allocated to 1 of 2 possible groups of treatment through a computergenerated list (see below). Sample size estimation was calculated to achieve a significant difference in the intra-and intergroup analysis in periodontal parameters and patient-related outcomes. 20
| Treatment groups
| Group 1 or test group
At baseline, patients allocated to the test group received standardized instructions regarding the home-based disinfection protocol. 
| Group 2 or control group
At baseline, periodontal non-surgical treatment was performed immediately, with no attempts to reduce existing conditions prior to therapy. After SRP, patients were instructed exactly as per the test group. The standard non-surgical FMSRP was delivered following the application of Oraqix on each quadrant, as per the manufacturer's instructions, in 1 sitting,
| Follow up
Patients were evaluated at baseline, and at 15 days, 30 days, 90 days and 6 months after NSPT. No analgesic or anti-inflammatory drugs were prescribed in this study in order to evaluate the effects of treatments exclusively.
| Periodontal treatment
| Clinical assessment
The full-mouth plaque index (FMPI), full-mouth bleeding on probing (FMBS), gingival index (GI) and probing depth to the nearest millimeter were recorded using a PCP-UNC 15 probe (Hu-Friedy). 3rd molars were excluded.
| Psychological assessment
Before clinical examination, 2 psychological instruments were administered to the participants. The dental anxiety score (proposed by Corah in 1969) 18 is a survey of 4 questions directly related to dental anxiety: (a) "If you were to go to the dentist tomorrow, how would you feel?";
(b) "While you wait in the office, how do you feel?"; (c) "While you are in the dentist's chair waiting for him/her to take the drill to start work on your teeth, how do you feel?"; and (d) "You are in the dentist's chair to clean your teeth. How do you feel while the dentist takes the instruments to clean your teeth?". Each question has 5 choices of answer, and the final score can range 4-20. The dental fear score (proposed by Kleinknecht and Klepac in 1973) 19 is an instrument to assess dental fear and attempts to avoid treatment. It is a Likert-like questionnaire consisting of 20 items that assess issues related to the avoidance of treatment, somatic visceral excitement and how much fear is caused by the stimuli associated with dental treatment. The score for each question ranges from 1 (little fear) to 5 (very afraid), the total range being 20-100, with positive correlation to increasing dental fear.
Within 5 minutes after treatment, patients were presented the following question: "How much pain did you feel during the SRP procedure?". Each patient received a postoperative pain sheet with a visual analog scale (VAS). 21 The VAS used was a continuous scale comprised of a horizontal line, measuring 100 mm in length, anchored by 2 verbal descriptors, 1 for each symptom extreme: "no pain" at the far left (score of 0) and "pain as bad as it could be" or "worst imaginable pain" at the far right (score of 100). The respondent was instructed to mark the point that represented the pain intensity. Table 1 presents the demographic characteristics of the cohort. A total of 60 patients with a mean age of 47 years completed the follow up. There were no significant differences between groups with respect to gender, age and smoking (P > .05). Abbreviations: FMD, full-mouth decontamination; MFMD, modified full-mouth decontamination.
| Statistical analysis
| RE SULTS
| Demographic details
TA B L E 1 Demographic data
| Anesthetic vial proportion
The non-injectable anesthetic product quantity used was expressed in vial quarters. A mean of 2 vials were necessary for patients in the control group whereas 1 vial was sufficient for patients in the test group (Figure 1 ).
| Clinical assessment
Mean and standard deviations for each parameter explored are presented in Tables 2 and 3 Patients in the test group showed the most benefit from full-mouth 
| Patient-related outcomes
There was a significant interaction between treatment groups and time on patient-related outcomes (VAS, DAS, DFS) demonstrated with each test within the f1.ld.f1 function. Patients in the test group showed the lowest scores for pain, dental anxiety and treatment avoidance over time when compared with the control group (P < .0001) ( Table 5 ).
In the kernel regression univariate analysis, postoperative pain was significantly associated with severe periodontal inflammation (r 2 = .3492695) and dental anxiety (r 2 = .6482695).
| D ISCUSS I ON
Non-surgical periodontal treatment by means of SRP is considered to be the basis of periodontal maintenance and therapy. 23 The results of the present study suggested that the MFMD is a valid way to approach SRP and that it is associated with great patient The main findings of our study are in line with those of Derman et al who showed that the effectiveness of local anesthetic in gel was related to pocket probing depth. 24 It has been suggested by Schirmer et al that post-NSPT pain is associated with dental anxiety and baseline inflammation. 14 though the microbiota is almost suppressed by CHX, the microbiota spontaneously return to that observed after mechanical means alone. 26 This reinforces the notion that the microenvironment is critical in controlling the actual bacterial composition of the local microbiome, and that the microbiota will tend to return to that characteristic of the specific individual, once antimicrobial means are withdrawn. 27 The patients' perceived experience is a fundamental component of the global effect of full-mouth NSPT. In fact, the negative experience of dental anxiety results in greater avoidance of, and delay in, dental hygiene appointments, resulting in deteriorated oral health with higher treatment needs and costs, with the potential loss of further patient attendance at the dental office. 28 The modified FMD supports the modern tendency towards patient-centered approaches with the patient becoming a proactive part of a long-term preventive therapy. Therefore, the true benefit of the 15-day preparatory period is likely the impetus of the patients' understanding of, and compliance with, therapy.
Sekino et al rejected the hypothesis that the FMD protocol could generate greater anxiety and pain, and that the severity of periodontitis increases pain, fear and anxiety scores. 25 In conclusion, this study suggested that the MFMD protocol combined with the application of an anesthetic gel immediately before SRP allows for time-efficient non-surgical therapy with overall improved clinical parameters, less use of medication, reduced dental anxiety and greater patient acceptance.
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